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ABSTRACT 
Issues concerning maternal healthcare are highly prevalent in most developing nations as the 
quality of care is often low and too expensive for the local population. Kenya, like most other 
developing nations, has shown the desire to show its commitment towards reducing the 
bottlenecks associated with implementation of free maternal health care services. The specific 
objectives of the study is to assess, evaluate and describe how social demographic 
characteristics, level of knowledge, cultural practices and attitude of nurses toward care 
seekers influence implementation of free maternal health care services; a case study of Thika 
Level 5 Hospital. The study will focus on a target population of 116 respondents and using 
stratified random sampling to get the sample size of 58 respondents. Data will be coded 
according to various sub topics presented in the questionnaire, which will be edited for 
accuracy, competence, uniformity, consistency, and acceptability. Data will also be analyzed 
using quantitative and qualitative data analysis techniques and presented using frequency 
tables, pie charts, graphs, and percentages.  
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OPERATIONAL DEFINITION OF TERMS 
Free Maternal Health Care: Non-payment for services offered to pregnant women i.e. 
antenatal, delivery, and postnatal services 
 
Government Policy: The term government policy can be used to describe any course of 
action, which intends to change a certain situation. Government uses policy to tackle a wide 
range of issues. In fact, it can make policies that could change how much tax a business to 
pay, parking fines, immigration laws and pensions  
  
Maternal Healthcare: Are services offered to a pregnant woman they include, antenatal, 
delivery and post delivery services 
 
Financial Resources: The money available to a business for spending in the form of cash, 
liquid securities, and credit lines 
 
Level of Awareness: Knowledge gained through own perception or being informed by being 
cognizant of current development in regard to free maternal healthcare services offered in 
public hospitals 
 
 
CHAPTER ONE 
 INTRODUCTION OF THE STUDY 
1.1 Introduction 
The chapter covers the background of the study, the statement of the problem, objectives of 
the study, research questions, significance of the study, limitation of the study and the scope 
of the study. 
1.2 Background of the Study 
According to Arhinful (2006), implementation of free healthcare services in Thika 
level 5 hospital may be affected by various factors including ward spaces, delivery coach, 
infant incubators, and ultra sound, theatre, laboratory, and ambulance services. If  women 
who are pregnant have the skills  on kinds of services  provided by public hospital the value 
of initiating these services will be realized while if people do not utilize the service then it 
doesn‟t make any economic important. The status of facilities need to be at its best to attract 
more patients to use the services while at the same time all deliveries should be with the 
assistance from  trained healthcare employee who is capable of identifying the signs of 
complication and act appropriately. Referral facilities should be made available to deal with 
obstetric emergencies and patients referred to a higher level facility where the patient will be 
given appropriate care to avoid death. 
World health organization (WHO) approximates that more than 595,000 women of 
reproductive age perish each year worldwide, 98% of these demises occur in the countries 
that are less developed. The ratio of maternal death rates in sub- Sahara has the highest death 
rates in the world. If timely and appropriate obstetric care were available in the event of 
complication the above deaths could be avoided. (Asante and Chikwama, 2007). 
Borkowski (2005) states that studies have shown that increase ratio of maternal deaths 
in growing countries are avoidable through use of highly skilled birth attendants, equipping 
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health facilities and provision of vital financial resources  needed to effectively initiate 
standard healthcare maternal services in Kenya and other  well doing countries around the 
global. Indeed world health organization (WHO) approximates that over 600,000 women 
global wide die due to complications of pregnancy and child birth each year, millions more 
women survive but suffer from illness and disabilities related to childbirth.  
It has been approximated by safe motherhood initiative (SMI) that 40 to 60 
morbidities occur from maternal death. The objectives of prenatal care is to appraise and 
identify concerns of pregnancy early enough, endeavor to mitigate and to come up with the 
relevant medical interventions. Issues concerning postnatal care comprise aspects such as 
recovery from child birth, newborn care concerns, nutrition breastfeeding and family 
planning. Maternal death is broadly regarded as one tragic outcome of lives. A paradox of 
concern is that women of maternal age are vulnerable to losing life while in the process of 
creating and giving life (Burns, 2007).  
Women living in the more developed countries incur a higher risk of perishing from 
related pregnancy based complications as compared to other nations. For example, the 
likelihood of a woman perishing during childbirth in the more developed countries is 
estimated to be five times more than in Germany, two times greater than in Greece, and three 
times greater than in Spain. According to Burns (2007), at least two women succumb every 
day in the more developed countries from pregnancy-related causes. American African 
women are at greater risk, they are closely more likely to succumb of related pregnancy 
complications than white women.  Even for women who are white in the USA, however, the 
maternal mortality ratios are greater than for women in other industrialized countries. These 
rates and differences have not improved in more than 20 years (Cochran, 2014). 
Corcoran (2007) said that Japan attained drastic fall in maternal death rates over just a 
period of ten-year, with the maternal death rates declining from 130 to 50 almost a two-thirds 
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reduction. This provides motivation to many advancing and developing countries 
endeavoring   to achieve significant falls in maternal death rates in the period remaining up to 
2018 the target year for the Millennium Declaration. The success of Japan in tackling 
maternal deaths rates is due to a various of factors, but also provides proves of the three main 
interventions which are required everywhere in the global wide, it has initiated universal 
availability to highly skilled care at delivery; Japan has long invested in the professional 
midwives and nurses training and ensuring their availability to women during pregnancy, 
delivery and post-natal care (at no cost). Today hundred percent of deliveries in Japan occur 
with aid of health professionals and in health facilities equipped to manage normal cases or to 
promptly refer on complications to higher-level hospitals. Through the provision of skilled 
quality care, Japan has virtually eliminated one of the major causes of deaths to mothers and 
babies after birth. 
Creswell (2012) provides that in the developing countries child birth is associated 
with suffering health risks and high mortality. Indeed worldwide, the high attention accorded 
to maternal health centers has seen decrease of maternal deaths. In the Africa region there is a 
developing movement to decrease financial constraints to maternal health care but with 
special focus on services on high priority and vulnerable groups. For example in Burundi 
pregnant women free services were introduced eleven years ago, and as a result consumption 
appears to have hiked, though formal evaluation has not been carried out.  
Women in Kenyan have long suffered from high maternal death rates and morbidity 
for many years and utilization of antenatal and maternal services is an important health signal 
and step to the right direction. Enlarging the proportion of mothers who are cared for in 
health facilities during pregnancy, delivery and post-delivery decrease health risk to the child 
and mother. In most communities motherhood is often celebrated as a positive gain in the 
community and fulfilling experience for the concerned couple or family where its seen as the 
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continuation of family lineage while at the same time suffering it is associated with many 
women, pain ill-health and even death associated (Department of Health, 2008). 
 
1.3 Statement of the Problem 
According to Druker (2007), from the existing information health care providers it 
shows that worldwide, a woman loses life every minute from problems related to child birth. 
Approximately half a million women perish each year due to problems related to pregnancy 
of which 99% happens in underdeveloped countries. Skilled personnel are required to attend 
antenatal clinics and deliveries, which have a significant impact associated to aspects such as 
maternal mortality and morbidity. According to research carried out in Kenya, 1 in 25 women 
are potentially vulnerable to experiencing pregnancy related complications and death. 
Maternal healthcare services are a fundamental and good way of minimizing the risk of 
maternal morbidity and mortality. Despite overall antenatal care coverage remains low, many   
women make their first ANC visit late into the pregnancy as compared to the recommended 
at 14 weeks of pregnancy .Use of skilled professional during delivery has decreased from 
51%  to 42%.  
According to the 2010 Kenya preliminary  census report, young people (age 14-24) 
who form about 36% of the population is the fastest growing segment of the population , 
these young people are faced with a number of challenges which range from early initiation 
to sex, unemployment ,abortion, unwanted pregnancies among others. Like many other health 
indicators, the burden of maternal morbidity and mortality is higher among this group, as the 
risk of developing pregnancy related complication and subsequent death during child birth 
(Van Eijk, 2006). Given the perspective of poverty and lack of quality maternal healthcare 
services in Kenya, implementation of free maternal healthcare services will depend on 
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improved government policy, increased financial resources outlay, staffing and improved 
remuneration packages for medical staffs (Fisher, 2012). 
Critically, it is widely and well-documented that healthcare service utilization and 
implementation is a prospect dependent on both the healthcare sector/care providers and care 
seekers. According to Fisher (2012), at least 25-28% of government healthcare policy 
initiatives and healthcare interventions are rendered unsuccessful and ineffective once rolled 
out in developing and third world nations. Notably, the failure to implement and utilize 
healthcare services predicates on several aspects tied to a population. Fisher (2012) confirms 
and validates the importance to understand and address aspects that affect healthcare service 
provision, implementation and utilization. Markedly, pegging on this rationale, it is necessary 
to bridge in the knowledge gap that exist in the effective implementation and utilization of 
healthcare services. As such, through this study, an elaborate array of information is derived 
to bridge in this knowledge gap and serve as a pivotal point in revitalizing the healthcare 
sector through effective implementation and utilization of care services. 
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1.4 Objectives of the Study 
1.4.1 General Objectives 
The purpose of the thesis will be an examination of factors influencing implementation of 
free maternal health care services. 
1.4.2 Specific Objectives  
1.  To assess and evaluate how government policy influences implementation and utilization 
of free and unrestricted maternal health care services? 
2. To investigate how financial resources influences implementation and utilization of free 
maternal health care services? 
3. To assess the level of awareness of women on postnatal care services and how it affects the 
implementation and utilization of healthcare services 
4. To evaluate how technology affects the utilization and implementation of healthcare 
services.  
 
1.5 Research Questions 
1. How government policy influences implementation of free maternal health care services? 
2. How does financial resources influence implementation of free maternal health care 
services? 
3. To what extent does level of awareness influence implementation of free maternal health 
care services? 
4. To what extent does technology influence implementation of free maternal health care 
services? 
1.6 Significance of the Study 
1.6.1 Government 
The study is being carried out in a typical setting where factors highlighted would be most 
likely to be experienced. This will help shed light on the health issues of interest to the study 
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group and come up with possible mitigation prospects for remedying maternal threats to 
women. 
1.6.2 Policy and strategic decision makers 
Policy and strategic decision makers in Kenya will make use of the findings of this research 
in understanding the factors influencing implementation of free maternal health care services. 
1.6.3 Researchers and Research institution 
The study will be of great importance to upcoming researchers who will have same interest in 
this field because it will act as a reference material. The information will also provide a base 
for necessary improvement in future study of the same. Finally, the findings may be of great 
use to the academia, especially those who may wish to carry out further research on factors 
influencing implementation of free maternal health care services. 
1.7 Limitations of the Study 
1.7.1 Confidentiality 
The researcher anticipates that some of the respondents may not be willing to give 
information for they might not be sure of the motive behind it. However the researcher will 
overcome this by emphasizing that the information to be collected will only serve for 
academic objectives. 
1.7.2 Time constraints 
The researcher may face the test of respondents failing to adequately or entirely not filing the 
questionnaires. The researcher will overcame this by working out appointments with 
respondents at appropriate time. 
1.8 Scope of the Study 
The study will be conducted at Thika level 5 hospital to determine factors influencing 
implementation of free maternal health care services. The target population of the study will 
be 116 respondents in which a sample size of 58 respondents will be used. The variables 
involved in the study will be government policy, level of awareness, financial resources and 
technology. The study will be carried out between January 2018 and February 2018. 
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CHAPTER 2 
LITERATURE REVIEW 
2. Introduction 
This section will delve into offering a review of relevant scholarly literature. The prospects of 
this chapter will comprise the review of past studies on government policy, level of 
awareness, financial resources and technology, critical review, the summary of the gap to be 
filled and conceptual framework. 
2.1 Theoretical Literature Review 
2.1.1 Modernization Theory 
The concept of modernization is well explored in the postulations made by Marks 
(2009). According to Marks (2009), modernization theory is a theoretical postulation that 
enforces the rationale of effective development through economic progress and growth. 
Ideally, the angle of modernization brings about aspects of improved infrastructure, 
proliferation of industrialization, and the general expansion and growth of various sectors. 
Justifiably, modernization is believed to infer to a state of development and progress. As 
such, it is prudent to appreciate that modernization is validly a vital concept for social, 
economic and political development.  
Inferentially, the modernization theory stresses on progressive development of the 
society. The theory bases on the early eras of 19th century when the progress wave embarked 
in Europe. Ideally, Max Weber, a German sociologist expounded on the modernization 
theory to encompass on the connectivity between social and economic development. 
According to Marks (2009), modernization comes with the collective need to ensure 
development of sectors in a given society. For instance, modernization calls for the 
improvement of health, agriculture, finance and other sectors in a society. Effectively, the 
basis of modernization is to improve the standards of the society.  
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Majority of the communities have moved from traditional medicines (herbs) to 
modern medicine, modern means of circumcision, modern ways of family planning, and 
modern and safe ways of maternal health care. The modernization of the health sector has 
come with the improvement of approaches and interventions being used. Notably, 
modernization of the health sector has created a correlation of socio-institutions within the 
health sector to enhance the outcomes of health processes. For example, in the 19th century, 
surgery was being conducted merely by what is described as a „chance-event‟. Currently, due 
to technological development such as 3Dprinting, mechanization and science, surgeries are 
entirely different and well-developed. 
Contrary to popular opinion, modernization does not refer to only developmental 
aspects. According to Marks (2009), the value of modernization rests upon the inclusivity and 
collectiveness that it bears with regards to prime progress and improvements. For instance, 
modernization in the healthcare sector has led to the utilization of information technology 
(IT) that was previously considered a stand-alone sector. Interventions such as computer-
aided healthcare and systems management have become essential outcomes of modernization 
in the healthcare sector. Through modernization, diagnosis and treatment regimes have 
greatly improved; malaria, HIV/AIDs and Tuberculosis are some of the diseases that have 
become managed due to modernization. 
Apart from sectorial development, modernization also touches on cultural and ethics 
improvements. Marks (2009) explains that modernization bases on new concepts and 
ideologies that do not necessarily align with the aspects of traditionalism. Several scholars 
have criticized and strongly objected the foundation of modernization. According to Marks 
(2009), Andre Gunder Frank traditional societies needed to kill their culture and replace it 
with the modern society comprised of western influence. This is however not the logic of 
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modernization theory; modernization offers progress while at the same time conserving the 
traditional foundation of a society. 
As such, while it is justified that traditionalism is a primitive form of human 
development, modernization qualifies a developmental scope that enforces the progress of 
ideologies and cognition. Effectively, modernization offers humans a chance to ensure a 
better society and more advanced form of themselves. This is well justified by the efficiency 
levels created in different sectors such as finance, agriculture, Health among others. 
2.1.2 Dependency Theory 
According to Raul (1950), the dependency theory is a pivotal concept introduced 
correlatively and in unison with the modernization theory. Ideally, dependency theory 
suggests that developed entities and underdeveloped or non-developed ones share a role in 
advancing development. Rationally, it is argued that undeveloped nations depend on 
developed nations to benefit from their outcomes of development. It can be explained that a 
symbiotic relationship exists between developed and undeveloped entities; developed entities 
have substantially more modernization and development prospects to offer than undeveloped. 
As such, undeveloped entitles can assimilate the benefits and outcomes of development and 
ensure they themselves also incur development.  
However, the rationale of dependency theory was criticized for disadvantaging 
undeveloped nations since it enforced the dependency on developed nations; a lot of 
resources were left unutilized due to the dependency index. According to Raul (1950), 
periphery nations were the most affected by the dependency effect. Periphery countries have 
been left in a begging state where the core countries are dominantly controlling or influencing 
major health policies with little consultation from the periphery nations. People seek better 
health services from core countries; for example, cancer treatment organ transplant, and 
admissions. This has also led to the dependency when it comes to fighting diseases such as 
Malaria, Ebola and other viral diseases. This is due to lack of ability to exploit our chances or 
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opportunities. Depending countries have now stepped up and made several milestones 
including successful operations, organ transplant, advanced safe maternal health services and 
continued research for medicines for viral diseases like HIV/AIDS.  The main objection of 
the dependency theory is the lack of sufficient evidence-based interventions that fail to 
qualify the dependency index. 
Notably, it is worth taking note of the fact that the dependency theory is abstract and 
confined. The main scope of the dependency theory is on developed and undeveloped nations 
and as such, it does not sufficiently cover the entire prospect of the society. 
2.3 Critical Literature Review 
2.3.1. Government Policy 
According to French and Bell (2009), the term government policy explains interventions and 
actions that are meant to change a certain circumstance.. Government makes use of these 
guidelines to handle several issues. Notably, it makes guidelines that could change how much 
tax a free maternal health care to pay costs oriented aspects such as fees, customs and 
pensions. Regulations can also be reviewed by government, to enable several changes in the 
society. 
Among the duties of governments is the role of enacting relevant laws that ensure free 
maternal health services. Free maternal health care is a necessary governmental interventions 
as it creates a new operation scheme that ensures development. Confirmedly, government 
fiscal policies and market regulations bear substantial impacts on the effectiveness of 
healthcare services. Maternal health care centers are mandated under the law to fully abide 
and observe the set regulations by the federal and national governments. The government is 
also able to ensure the vital development of enterprise environments. For this to be done, 
relevant policies and laws are necessary.  
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It must be appreciated that the government has the ultimate power to ensure necessary 
development in a nation. Confirmedly, the power given to the government in the form of 
legislative mandates enables it to make relevant policies, regulations and laws that provide 
the creation of the required environment for development. The right enterprise environment 
ensures investment avenues are made and in the long run enhance development opportunities 
(Griffins and Stevenson, 2011). 
Gwatkin (2007) provides that government policy is dependent on the political structure and 
climate of a nation. The best political structure and system is one that ensures business-
friendly settings. The systems which are not stable present challenges that hampers the ability 
of government to initiate free maternal health care services. This has a negative impact on the 
implementation of free maternal health care services. Increased use of government resources 
justifies the need for more taxation needs. The dynamics of economics suggest that 
establishing the best environment ensures that investments and development are created. 
Credibly, the lack of sufficient political stability or structure in most undeveloped nations is 
accredited to lack of enough investments and development. It is logical that Public Private 
Partnerships (PPPs) are necessary for any development purpose and intervention.  
Policies initiated by government directly influence the dynamisms economics and stability; 
interest rates, investment opportunities and development depend on the established policies. 
For instance, higher interest rates inversely relates to lower consumer spender. Ideally, a low 
interest rate cap needs to be regulated to ensure that more consumer spending and 
optimization of profits is realized. The government is able to ensure control of its economy 
through enacting policies and laws that ensure development and investor interests. The 
necessities for permits or licenses have effects on free maternal health care services.  
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Free maternal health care services might initially incur several costs in a bid to conform to the 
set statutes. Fair and effective rules and regulations, however, promote health care growth. 
Governments create the rules and frameworks in which health care centers are able to 
compete against each other. From time to time, the government will change these rules and 
frameworks forcing health care centers to change the way they operate. Business is thus 
keenly affected by government policy (Helen Schneider and Lucy Gilson, 2010).  
The rules and regulation of the government can often work to hike the profitability of 
business. Ideally, the value of sustainability and profitability is depicted through the effects 
brought by the enforced rules and regulations. Essentially, this justifies the need for effective 
and efficient rules and regulations. It is essential to develop and enact rules and regulations 
that ensure profitability of business enterprises while at the same time promoting 
sustainability (Hodgkin, 2008). 
The government has come up with several projects and programmes under free 
maternal health care aimed at reducing these pregnancy related problems, but the problem is 
still there. This is due to failure on implementation part and other factors that promote poor 
maternal health care delivery systems in Kenya and Thika level 5 hospital including low 
levels of knowledge about free maternal health care, poor access to and utilization of MNCH 
services by women and children, low literacy levels, severely under-resourced health 
facilities and poor infrastructure among others (Ziraba et al, 2009). Despite the various 
researches conducted on maternal health care strategies and policies, research on factors 
influencing implementation of free maternal health care in government health facilities has 
hardly been assessed thus it is necessary to find out the factors influencing implementation of 
free maternal health care in government health facilities using the case of Thika level 5 
hospital. 
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2.3.2. Level of Awareness  
According to Hrebiniak (2015), level of awareness refers to  knowledge obtained 
through own perception or being informed by being cognizant of current development in 
regard to unrestricted maternal healthcare services offered in national/government owned  
hospitals in Kenya. Level of awareness is credible a rallying factor influencing the decision 
making process; people with a wide range of awareness tend to have better decision-making 
prospects since they can utilize a wider range of information. Women‟s require information 
about maternal healthcare services during their pregnancy period so that they can make 
informed decisions when to seek these services. Healthcare practitioners suggest that health 
education plays a central role in the development and progress of healthcare. For instance, 
maternal care and interventions are credibly assimilated in to the public domain through 
proper health education. 
In Kenya maternal healthcare services and family planning prospects are offered 
collectively by private and public facilities. Lack of awareness concerning free maternal 
health services offer a great influence or impact on the women‟s utilization of maternal health 
services. Lack of enough information about free maternal health service, interventions and 
approaches used in the medical and healthcare. Lack of enough information about free 
maternal health services and its benefits to the mother‟s and the infant‟s health may 
negatively affect the use of maternal healthcare services.   
Sometime pregnant women are not exposed sufficiently to the health concerns and 
issues related to poor maternal care. According to Hunter (2007), the behavior theory 
development is one postulation that enforces the relevance of healthcare education to create 
behavior practice in maternal women. Relevantly, through proper health care education, 
maternal services are well assimilated and implemented by maternal women thereby ensuring 
behavioral changes for the better.(Hunter, 2007). 
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Jones (2008) states that women who are educated prefer quality and precise healthcare 
interventions are compared to women who are non-educated. According to East African 
Journal of Public Health the majority of professional and educated women in urban areas 
have a tendency to involve in maternal health care systems than the women who are less 
educated and come from rural areas. The government has been on the forefront on health 
education in Kenya. Maternal education depicts the outcome of pregnancy. Women of who 
are not educated have higher chances of experiencing stillbirth, miscarriage, abortion or 
preterm birth. Majority of women lack basic maternal health care skills and usually suffer 
injuries and other critical mortal incidents during pregnancy delivery. Education gives one 
the necessary knowledge on ensuring a safe delivery (Kamura, 2007). 
The Kenya government is a currently participating in different local health care 
providers‟ training programs to promote the level of free maternal care systems in the 
country. An example includes training midwives the appropriate diets that expectant mothers 
are required to undertake during and after delivery. In most cases non-governmental 
organizations mostly partner with the local communities in order to initiate various health 
care positive changes in rural communities in Kenya. For example, AMREF is planning to 
cover and change the lives of around 2000 individuals especially women and children in 
Samburu county by providing the best qualified and timely healthcare services. This will 
effectively promote the level of maternal health care systems in the region (Makimoto and 
Tsukasaki, 2016). 
According to Nagaya (2006) it is vital to have posters within government health care 
facilities showing the National Patients‟ Rights Charter (NPRC) to enlighten patients of its 
prospects and contents to enable maximization of benefits derived from it. Low level of 
education systems in the region of Sub-Sahara region have been a barrier to good health. A 
good level of education facilitates mothers to engage in proper maternal health care and thus 
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reduction in maternal death rates. This is via good feeding by the mother throughout the 
pregnancy and after pregnancy. Unexpected pregnancies among women has been seen as an 
outcast and thus forcing women to illegal abortion practices which end up leading to deaths 
due to severe hemorrhage. Justifiably, it is established that abortion is not ethically right but 
the law gives privy to situations when abortion is accepted and allowed under the law. 
Sensitization on issues related to abortion should be well conducted in the marginal areas. 
Most women shy away from maternal health care and thus end up not attending the 
recommended four antenatal clinics by WHO before birth. They opt for traditional birth 
attendants who are not recognized as skilled by WHO. 
There have been many implementation aimed at good maternal health care in the 
world. The International Mother Baby Childbirth Initiative (IMBCI) which aims at 
developing the quality of maternal care through research, education, advocacy and policy is 
based on the WHO 1990 citation that the degree of social justice and respect for human 
dignity and women rights in the society is depicted by maternal health status in a society. 
According to the Kenya Demographic and Health Survey (KDHS), the other problem that 
brings about the high maternal death rates experienced can be affiliated with low literacy 
levels. This is because the majority of women and children in the region lack the capacity to 
read and write. The affected people have not been exposed to proper healthcare customs and 
practices that they can easily learn from reading both the print and social media articles on 
the proper practices available to them. Poor transport systems as well as poor and low quality 
infrastructural systems in the region also contribute to this problem (National Cancer 
Institute, 2005). 
Nicole Bourbonnais (2013) provides that education contributes about awareness on 
the reproduction health and thus mothers are able to monitor their pregnancy well and thus 
have no complications. This awareness is also practiced after post-delivery. Quality education 
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brings about sustainable living and hence holistic development. In Sub-Sahara region there 
are different community organizations that offer preventive and curative health care services 
to children and their families through the maternal program available in the region. There are 
projects in the region that mainly aim at providing education skills about the effect of HIV/ 
AIDS, proper hygiene and immunization procedures on individual health systems. There are 
mobile clinics in the region that aim at promoting the general health systems of the local 
communities. 
Awareness on issues of maternal health and health generally can be improved by 
having Health Extension Programmes (HEP) like in Ethiopia which involves having women 
trained and employed as frontline health workers who are in direct link with the locals. They 
offer awareness on basic healthcare and public health to the local population and serve as role 
model to girls because cases of early marriages are high in Ethiopia. HEP has helped in 
reduction of mortality and morbidity cases. Awareness is mostly done through education in 
schools and medical outreaches (Ogawa, 2003).  
Men need to be educated and informed on maternal health care .This will help in 
having an generalized approach to the issue of health care and family growth and 
development. An observation study carried out in Nepal in 2007 showed that involving 
husbands in maternal health care had positive health outcomes (Mullany BC, Hindin MJ, 
Becker S, 2007). Husbands are the heads of most families and thus they determine women 
access to maternal care services through active participation in attendance of antenatal care, 
presence during delivery, helping wife aided help pregnancy, delivery and at post-partum, 
fiscal support and remuneration and child related expenses (Ouma, 2010). 
Kenya has had several networks and initiatives that address gender equality and 
gender based violence. The Men Engage Kenya Network (MenKen) is one of the networks 
through the National Gender and Equality Commission (NGEC) which aims at enhancing the 
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general involvement of both men and boys towards the enacting of gender fairness and 
collaboration interventions. There should be gender equality in health decision making. There 
are various current developments involving men engagement in maternal health care systems 
in order to promote health care systems.  
This include men providing psychological support to women, providing funds during 
child health care systems as well as husband‟s involvement in various reproductive health 
care practice. The suggested gender fairness intervention projects are objective and meant to 
develop the essence and values of gender equity and fairness. Moreover, the intervention will 
enable men learn the necessity of being involved in the maternal care process and share in 
paternity roles (Pencheon, 2008). 
2.3.3. Financial Resources 
According to Sachs (2008) financial resources are the money available to free 
maternal health care services. The funds are entailed to sort out the expenses of care services 
and emergencies. Before going into implementation of free maternal health care services, 
potent entrepreneurship approaches are potently necessary and credible towards realizing the 
essence of care services.   
The Kenya Health Sector Strategic and Investment Plan (KHSSIP) estimates that 
Kenya‟s health care sector is substantially understaffed and as such, the full potential of the 
sector is yet to be realized (Bourbonnais 2013). According to Burns (2007), the international 
ratio of nurse to patient is 1:10, unfortunately, in Kenya, the ratio is 7:10,000 and therefore it 
is clear to see that the health care sector is being impacted negatively by the understaffing. 
On a broader scale, there is a negative effect on the resource utilization in the country 
(Richard and Witter, 2008). 
According to Ritchie and Lewis (2003), the funding levels being disbursed by the 
government of Kenya is about 95 billion shillings. Unfortunately, this disbursement caters for 
only5.7% of the total national budget and is yet to be sufficient in meeting the healthcare 
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demands and needs. Since 2002, the government has increased the national allotment to the 
ministry of Health and effectively better outcomes have been realized (Bacak, 2006).  
2.3.4. Technology and Urbanization 
According to Penfold (2007), found out that many organizations in Kenya have 
implemented numerous information technology systems and services, including expansion of 
computer networks implementation of management and enterprise resource planning system, 
in house implementation of disaster recovery system among others this is due to increasing 
urge for greater profit margins and improved performance. This has greatly put an impact on 
the procurement function in the implementation of free maternal health care services. 
Organizations have been forced to show the strategic implementation of IT and E-
 procurement 
Availability of technology ensures that quality services are attained and ultimately do 
what is right, acceptable to and good for the pregnant women seeking to deliver in public 
hospitals in Kenya, health works should at all times adhere to professional ethics. Technology 
ensures that there is quality of maternal health services which has to be imbued with the 
concept of caring including the humanistic attributes of competence, confidence, 
commitment, compassion and conscience and should be based on knowledge, skills and 
values (Vanderwal, 2002). 
Focused maternal health services should promotes quality care. Quality of maternal 
healthcare services should ultimately do what is right, acceptable to and good for the 
pregnant women during pre-natal, delivery and post- natal services. Health professional 
working in maternity set up should at all times provide services that are acceptable to the 
women by doing the following; Respect beliefs, traditions, culture and provide relevant and 
feasible advice in relation to safe motherhood. 
Pencheon (2008), provides that many health center‟s use internet to search for best 
practices online, marketing aid them to become more competitive and improve their 
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activities. Gain Health centers have competitive advantage by having access to the state of 
the art information on service product and ideas. With online marketing one is less aware 
of national boundaries and distribution. Technology is a new how or some knowledge 
experience and skills necessary to establish enterprise that will market product economically. 
When computer and communication technology are combined, the result is information 
technology that helps to deliver services to the free maternal health care at a very fast 
moderation. Information technology helps to produce, store, manipulate or to disseminate 
information. 
When a particular customs has been identified as violation of human rights, skilled 
providers must carefully assess the usefulness of the practice in their area for instance Nairobi 
being a cosmopolitan area with people of various belief and religious practice, a Muslim 
woman will at all-time desire to be assisted by a woman rather than a man midwife and if 
these rights are not respected may deter Muslim women from seeking these services. 
Pregnant women are sometimes reluctant to use maternity services because healthcare 
providers are perceived to be rude, insensitive and threatening. Pregnant women can also 
base their behavior on previous negative experiences and perceptions of care received (Matua 
2004; Starrs 1997; Ziyani 2004). This is an area of concern to midwifery practice, as it has 
serious implications on the quality of maternal healthcare services (Ouma, 2010; Robson, 
2011).  
2.4. Summary of the Gaps to be filled 
The literature review was based on the four objectives and it discussed the 
relationship of government policy, level of awareness, financial resources and technology. 
The importance of level of awareness on maternal health care was discussed and was 
highlighted as being a key state brought about by education. Financial resources; human, 
material and financial involvement in successful implementation of free maternal health care 
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were discussed into depth as allocation of financial resources is critical for implementation of 
free maternal health care. A state of how good or bad health services are also discussed in 
details. It measures whether healthcare services meet at least the basic requirements. 
However, there is gap in terms of studies already done locally to investigate factors 
influencing implementation of free maternal health care services. Therefore, this study seeks 
to investigate factors influencing implementation of free maternal health care services with 
specific reference to Thika level 5 hospital in a modest attempt to bridge this gap. 
 
2.5. Conceptual Framework 
 
 
 
 
 
 
 
 
 
 
 
 
Source: Author (2018) 
Figure 2. 1: Conceptual Framework 
2.6 Operationalization of Variables 
The independent variables applicable in this study include government policy, level of 
Knowledge/awareness, financial resources, socio-demographic elements and technology. The 
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dependent variable is represented as the utilization and implementation of maternal care 
services (Postnatal care (PNC), maternal care, childcare). As an operationalization interest, it 
is necessary to confirm the dichotomization of each independent variable a necessary 
appraisal for the dependent variable. As such, the level of awareness, socio-demographic 
elements, financial resources and technology aspects are assessed as either a „Yes‟/For or 
„NO‟/against i.e No level of awareness vs. level of education. Intermediate prospects are also 
justified with prospects of „some‟, „medium‟ or „a significant index‟. The deductions made 
from the affiliated and derived outcomes of the independent variable form the basis of either 
approving or rejecting the thesis governing the study. 
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CHAPTER 3 
REASEARCH DESIGN AND METHODOLOGY 
3.1 Introduction 
This chapter will encompass the research approaches undertaken to carry out this 
study. The main areas enumerated include-the research design, target population, sampling 
design, data collection tools and methods, reliability and validity and finally the data analysis. 
3.2 Research Design 
The study will use a descriptive research study design. According to Babbie (2002), a 
descriptive research study design is one that explores the use of information gathering from a 
targeted population sample to appraise and examine a particular phenomenon (Babbie, 2002). 
The design will be preferred because it allows prudent comparison of the research findings, 
with specific reference to Thika level 5 hospital. 
 
3.3 Study Population 
The study population in this study will be the maternal women at Thika Level 5 
hospital. According to Kothari (2004), a target population is a specific group of people that a 
study focuses on relative to appraising a certain phenomenon that affects them. According to 
Ngechu (2004), a population is an extensive composition of members that share some 
similarities and aspect. The study population of this study will be a definite 116 respondents 
at Thika level 5 hospital. 
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Table 3. 1: The Study Population 
Category  Frequency  Percentage  
Medical superintendent 1 1% 
Procurement officer department 3 3% 
Human resource department 2 2% 
Finance department 2 2% 
Nursing officer department 25 21% 
Senior clerical officer department 6 5% 
Pharmacist department 9 8% 
Support  staff 68 58% 
Total  116 100 
 
3.4 Sampling Design and Sample Size 
The sampling design and size are vital aspects to consider when conducting any 
research study. According to Cooper & Schindler (2003), the sampling design is the 
approaches and interventions used in deriving necessary information or data for purposes of 
analysis and inference. Notably, the information is derived from a specific population. This 
defined population is referred to as a sampling frame. Churchill and Brown (2004) enforce 
the rationale that an effective sample size is one that bears the true representation of the 
greater population.  According to Mugenda and Mugenda (2003), a sample size is represented 
by 50% of the target population and therefore the researcher will use a sample size of 58. 
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Table 3.2: The Sample Size 
Category  Frequency  Sample size Percentage 
Medical superintendent 1 1 2% 
Procurement officer department 3 2 3% 
Human resource department 2 1 2% 
Finance department 2 1 2% 
Nursing officer department 25 12 21% 
Senior clerical officer department 6 3 5% 
Pharmacist department 9 5 9% 
Support  staff 68 33 56% 
Total  116 58 100 
 
3.5 Pilot Study 
Prior to undertaking the actual study, a pilot study was performed to test the logistics adopted 
and warranted for implementation in this study. The pilot study was undertaken between 
January 12
th
, 2018 to January 16
th
, 2018. During the pilot study, necessary aspects such as 
field expenses, facility logistics and route familiarity were streamlined. 
3.6 Data Collection Instruments 
For purposes of this study, questionnaires were used as the primary source of data collection. 
The questionnaires were structured with both open and closed ended questions. It was 
deemed necessary to use questionnaires as they provided the integral aspect of cost-reduction, 
time-conscious and convenience.  
3.7 Data Collection Procedures 
The data was collected through administration of questionnaires. The questionnaires 
are preferred because they are convenient tools especially where the sample size is large and 
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extensive or dynamic. Moreover, questionnaires offer timeliness and offer interviewer non-
biasness. As such, due to the prospects of this study, I felt it necessary to utilize 
questionnaires in collecting the required data from my study sample. 
3.7.1 Validity and Reliability of the Instruments  
According to (Mugenda and Mugenda 2001), validity and reliability of the 
instruments of research is vital. Validity is defined as the effectiveness and accuracy 
prospects an entity has relative to objectifying inferences. It is necessary to encourage the use 
of expert judgment in analyzing the validity and reliability of research instruments. As such, 
the validity and reliability of the instruments will be accessed by an expert panel from the 
Management University of Africa (MUA). According to Mugenda and Mugenda (2001), 
reliability is defined as the preciseness and consistency of an entity used or applied in doing a 
task. As a measurement of reliability, a pilot study will be conducted using the questionnaires 
in the study population. The pilot testing will be carried out at Ruiru sub-district hospital; 
questionnaires will be issued to the respondents. 
3.8 Data Analysis and Presentation 
According to Patton (2002), data analysis is the specified and systematic evaluation of 
data using prescribed statistical methods for an intended purpose. Data will be analyzed 
quantitatively and qualitatively using Microsoft Excel and will be presented using tables, 
graphs and pie charts. 
 3.9 Ethical Consideration 
According to Mugenda and Mugenda (2001), ethics is a central part of any research 
study. Essentially, it is necessary that any research study serve the purposes of not only 
informative and probe focus but also benefit the study population. For purposes of this study, 
ethical consideration prospects entailing the maternal women (respondents) were taken into 
consideration. The cultural, societal and traditional values reverenced by the study population 
were well addressed and respected throughout the study. Effectively, all respondents and 
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participants of the study underwent a consent approval process to confirm their willingness to 
take part in the study. Confirmedly, the ethical aspect of beneficence was effectively 
addressed and guaranteed in the study. According to Mugenda and Mugenda (2001), 
beneficence is the ethical consideration of a specific study population and the guarantee that 
the study undertaken benefits the study population. 
Chapter Summary 
The main interest of this chapter is to enumerate and document the methodological approach 
used in conducting and operationalizing the study. A sample population of 58 was selected 
from a study population of 116. The target population was maternal mothers attending the 
Thika Level 5 Hospital. Questionnaires were used as the primary data collection instrument 
administered both during the pilot study and actual study. The study adhered to the integral 
aspects of ethical consideration as a critical element of research studies 
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CHAPTER FOUR 
 RESEARCH FINDINGS AND DISCUSSIONS 
4.1 INTRODUCTION 
This chapter deals with analysis of the collected data and presentation of the finds. In this 
chapter, an enumeration of the results from the study are presented, analyzed and discussed.  
Notably, it is relevant to appreciate the outcomes contained within this chapter qualify and 
explain the objectives stated in the introductory section of this paper. Contained herein 
includes: Demographic predictors used in this study such age, education, marital status and 
gender, parity elements, technology extension services and acceptance, cultural factors, and 
economic/financial elements. The dependent variable of the study is tested based on the 
predicator factors mentioned and rationalizes the acceptance or rejection of the hypothesis.  
For purposes of data analysis, descriptive statistics was undertaken.  Using MS Excel 2016, 
the  relationship between independent and the dependent variable was appraised, evaluated 
and described; a comparative analysis of the responses given is enumerated based on a chi-
square analysis to Comparisons of responses and chi-square analysis to establish the 
relationship of the independent and dependent variables of this study. Presentation of the 
findings from the data analysis are presented via tables, charts, graphs and informed 
narrations justified by the specific objectives of the study. It is scholarly justified to confirm 
that out of the 58 total questionnaires utilized in the study population, all of them were 
appropriately filled and returned; this index represents a 100% response rate.  
4.2. Demographic Factors 
For purposes of assessing and evaluating the demographic factors affecting and determining 
the utilization of health care services among patients at the Thika Level 5 hospital Thika-
Kenya, the parametric elements of age, marital status, gender, education level and religion 
were adopted and used in the study. Notably, these demographic elements served as the 
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predictors of the study as relates to demography of the study population. Table 3 warrants 
and demonstrates that majority of the respondents lie between 21-25 years of age 
representing (38%) of the total respondents, 22% in the 26-30 age group, 19% in the age 
group 15-20 years, 9% for 41-49 years and a combined % total of 16% for age groups 15 
years and below and 31-40 years.  
Table 4. 1: Demographical Data of the sample 
AGE (years) FREQUENCY PERCENTAGE (%) 
<15 4 7 
15-20 11 19 
21-25 22 38 
26-30 13 22 
31-40 3 5 
41-49 5 9 
Total 58 100 
 
4.3 Education Level 
In the interest of understanding the education level trend and behavior in the study area and 
population, an assessment of the education level of respondents formed the probing interest 
as relates to demographic elements. As shown in table 4, the majority of respondents 
(indicating 50%) went up to Secondary school, 16% up to college and with only 34% up to 
primary.  
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Table 4. 2: Education level of the Respondents or Sample 
EDUCATION LEVEL FREQUENCY PERCENTAGE (%) 
Never  0 
Primary 20 34 
Secondary 29 50 
College 9 16 
University  0 
Total 58 100 
 
4. 4 Residence within County 
As a critical appraisal point of this study, it was prudent to understand the residence or 
population graph of the respondents as a representation of the study population. As shown in 
table 5, 66% of the respondents reside in medium density areas; an index representing the 
majority, 26% resided in low density areas with only 8% from high density area. 
Table 4. 3: Residence Distribution of the Sample 
RESIDENCE FREQUENCY PERCENTAGE (%) 
High Density 5 8 
Medium Density 38 66 
Low Density 15 26 
Total 58 100 
 
4.5 Occupational Trend 
It is widely documented that the occupational trend within a population warrants some level 
of influence on any healthcare service or intervention. For purposes of evaluating and 
accessing the relevance of this position, the occupational trend of the study sample was 
investigated. Table 6 shows the occupational outcome of the respondents. Markedly, just 
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16% of the population is in formal employment, 28% represent self-employed groups with 
42% and 14% representing unemployed and housewives respectively. 
Table 4. 4: Occupational Outcome and distribution of Respondents 
OCCUPATION FREQUENCY PERCENTAGE (%) 
Formal Employment 9 16 
Unemployed 25 42 
Self-employed 16 28 
Housewife 8 14 
Total 58 100 
 
4.6 Marital Status 
As part of the probe focus of this study, the marital status of the respondent formed and 
integral aspect of the demographic predictors. As highlighted and presented in table 7, 42% 
represent Married, 6% separated and majority 52% the single.  
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Table 4. 5: Marital Status of the Respondents 
MARITAL STATUS FREQUENCY PERCENTAGE (%) 
Married 24 42 
Divorced 0 0 
Single 30 52 
Widowed 0 0 
Separated 4 6 
Total 58 100 
 
4.7 Maternal Index: Age of Last Child 
Based on the focus of the study on maternal women, it was necessary to evaluate the maternal 
index as a precursory factor of the age of the last child. As shown in table 4.6, shows that the 
respondents‟56 % of the respondents had children under one year while 44% above one year. 
Table 4. 6: Maternal Index: Age of Last Child 
AGE OF LAST CHILD FREQUENCY PERCENTAGE (%) 
Under one year 33 56 
Above one year 25 44 
Total 58 100 
 
4.8 Source of Finance 
The respondents‟ represent a group within the society that relies of finance as an integral part 
of life.  As shown in table 9, 32% get money for health care from husbands; an index 
representing the majority. 28% source of finance is from after sales of goods at the market. 
22% get money from their mothers and 16% from own income or pay.  
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Table 4. 7: Source of Finance of Respondents 
SOURCE OF FINANCE FREQUENCY PERCENTAGE (%) 
Husband 19 32 
Pay 9 16 
After selling goods 16 28 
Mother 13 22 
Not Applicable 1 2 
Total 58 100 
 
4.9 Expenditure at Facility 
As a vital interest of this study, it was objectified that the expenditure rate or range of a 
person forms an integral demographic predictor. As publicized in table 11, 84% (49 
respondents) spend between Ksh50-200 during each visit in the facility-14% only spend less 
than Ksh50. 
Table 11: Expenditure at Facility by Respondents 
MONEY SPENT (Ksh) FREQUENCY PERCENTAGE (%) 
<50 8 14 
50-200 49 84 
200-500 0 0 
>500 0 0 
Don‟t spend 1 2 
Total 58 100 
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SECTION B:  
4.10 Respondents’ knowledge on the PNC services 
As part of the objective of this study, it was necessary to evaluate and analyze the 
respondents‟ knowledge on a specific maternal healthcare service. The selected healthcare 
service is postnatal care (PNC). As shown in table 4.8, 74% of the respondents were aware of 
the postnatal care; representing the majority while 26% were not aware.  
Table 4. 8: Awareness of PNC among Respondents 
AWARENESS ON PNC FREQUENCY PERCENTAGE (%) 
Yes 43 74 
No 15 26 
Total 50 100 
 
Figure 1 presents the percentage of the respondents aware of PNC and those not 
Figure 4. 1: Respondents Awareness about PNC 
 
 
 
74% 
26% 
Respondents Awareness About 
PNC 
Aware Not aware
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4.11 Where respondents heard of PNC 
As a study, interest, it was necessary to understand the source of awareness the 
respondents had relative to being aware of PNC. Justifiably, 58%of the respondents heard 
about PNC in the hospital; representing the majority, 6% from their relatives, 4% from media 
(Radio and Television), and 6% from other sources while 26% of them never heard of it. 
Table 4. 9: PNC Awareness Source from Respondents 
WHERE HEARD OF PNC FREQUENCY PERCENTAGE (%) 
Hospital 34 58 
Relatives 4 6 
Radio 1 2 
TV 1 2 
Never Heard of it 15 26 
Others 3 6 
Total 58 100 
 
4.12 Whether PNC is important or Not? 
Table 4. 10: Respondents Feedback on Importance of PNC 
IS PNC IMPORTANT FREQUENCY PERCENTAGE (%) 
Yes 43 74 
No 15 26 
Total 58 100 
 
A feedback from the respondents‟ show that majority (74%) of the respondents said 
that PNC was important and only 26% felt that PNC was not important. Table 13 shows the 
distribution of respondents while figure 2 shows the graphical representation of the 
distribution.  
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Figure 4. 2: Responses from respondents if PNC is important or Not 
As publicized in figure 2, a significant majority representing 74% of the study sample 
validated the importance of PNC while 26% represented the minority and the group that did 
not find PNC as an important healthcare service to maternal women. In statistical terms, 43 
respondents out of the total 58 validated the importance of PNC while 15 out of the 58 did 
not find any importance of PNC.  
4.13 Purpose of Attending Post Natal Care (PNC) 
According to the respondents, maternal women go for PNC for different issues. As 
shown in table 14, 26% of the respondents justified and understood the relevance of PNC in 
mitigating and preventing immunizable diseases; this index represents the majority of the 
respondents. Additionally, 17% of women appreciated and validated that PNC assisted in 
knowledge acquisition relevant in childcare and maternal care. Notably, 12% lacked any 
justification and relevance for attending PNC and had no basis for its importance. 11% 
appreciated through PNC, mothers could learn vital information on aspects such as time 
frame for breastfeeding a baby, mother-child progress and maternal prospects. Rationally, 
10% validated that through PNC, mother and child could benefit health wise. 9% and 2% 
74% 
26% 
Response if PNC is important 
Yes No
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validate that PNC knowledge served the purpose of knowing their status and prospects of the 
child respectively.  
Table 4. 11: Purpose for attending PNC 
WHY ATTENDING PNC FREQUENC
Y 
PERCENTAGE 
(%) 
Help prevent immunizable disease 15 26 
To know the weight of the baby 1 2 
Help know how long to breastfeed 6 11 
To know the progress of the mother and child 6 11 
Don’t know don’t attend 7 12 
Good health of a child 1 2 
Knowledge how to take care of child and 
mother 
10 17 
Help mother and child health wise 6 10 
To know their status 6 9 
Total 58 100 
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SECTION C:  
Table 4. 12: Cultural practices practiced by the respondents  
CARE GIVEN FREQUENCY PERCENTAGE (%) 
Helped in doing heavy duty 16 28 
Fed on Balanced diet 16 28 
Provided with cloths for the child 4 7 
Warm water birth 10 18 
Clean environment 1 1 
Proper dressing 1 1 
Shelter 1 1 
Educated how to breastfeed 3 5 
Taken care of 1 1 
Helped in cleaning the baby  4 7 
Don’t walk long distance 1 3 
Total 58 100 
 
Markedly, 28% of the respondents consider and validate the need for a balanced diet for 
maternal and post-maternal women; the same index indicates the value of being helped doing 
heavy tasks after delivery. 18% hold the opinion that they should be given warm after birth, 
7% suggest the provision of clothes for the children is of interest; and assisted in cleaning the 
baby, 5%are of the opinion they need to be educated on how to breastfeed, 3% abhor long 
distance walking incurred when seeking birth or maternal services. The rest of the prospects 
registered 1% significance levels.  
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Table 4. 13: Care providers to postpartum mothers after delivery 
CARE PROVIDER FREQUENCY PERCENTAGE (%) 
Mother 9 16 
Sister 8 14 
Aunty 10 18 
Neighbour 4 6 
TBA 2 4 
Husband 25 42 
Total 58 100 
 
Based on table 16, (46%) of the respondents receive care from their husbands after delivery 
and represents the majority. 20% received care from mothers, 12% from their aunts, 10% 
from their sisters, 8% from neighbours while the rest 6% from TBAs. 
Table 4. 14: Responses from the respondent regarding existence of cultural practices  
CULTURAL PRACTICES FREQUENCY PERCENTAGE (%) 
Yes 20 34 
No 20 34 
Don’t know 18 32 
Total 58 100 
 
A majority of the respondents agree to the fact that cultural practices exist and influence 
maternal care prospects; 51% of the respondents represent this group. 36% of the respondents 
gave a no response to the existence of cultural practices in maternal care. The remaining 13% 
did not apparently know if cultural practices existed or not. Figure 3 shows the graphical 
representation of the enumerated data.  
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Figure 4. 3: Responses from the respondent regarding existence of cultural practices  
 
SECTION D 
Table 4. 15: Respondent’s rate on the attitude of nurses at Thika Level 5 Hospital 
ATTITUDE FREQUENCY PERCENTAGE (%) 
Very Good 7 12 
Good 20 34 
Fair 17 30 
Bad 14 24 
Total 58 100 
 
34% of the respondents rate the services and attitudes of nurses at Thika level 5 Hospital as 
good; an index representing the majority. 30% rate the services as fair with 24% rating 
services and attitudes of nurses as bad- only 12% gave a very good score.  
Attitude of nurses towards postpartum mothers 
The figure 4 shows 66% of mothers; representing the majority were happy with the reception 
of nurses at the facility with only 34% unhappy 
34% 
34% 
32% 
EXISTENCE OF CULTURAL PRACTICES 
Yes No Don’t know 
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Figure 4. 4: Care Receivers Attitude towards nurses in PNC wards 
 
 
Figure 4. 5: Ranking of Nurses Attitude by Respondents 
Table 4. 16: Respondents distance to facility 
DISTANCE TO FACILITY FREQUENCY PERCENTAGE (%) 
<500m 6 10 
500m-1km 19 32 
2km-3km 23 40 
>3km 10 18 
Total 58 100 
 
66% 
34% 
ATTITUDE OF CARE 
RECEIVERS 
Happy Unhappy
12% 
34% 
30% 
24% 
RANKING OF NURSES’ 
ATTITUDE BY THE 
RESPONDENTS 
 
Very Good Good Fair Bad
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The majority of respondents (40%) attending Thika Level 5 Hospital reside within 2-
3km from the facility. Markedly, 32% of the respondents reside between 500m-1km away 
from the facility. 18% of the respondents reside more than 3km away from the facility and 
only 10% live within less than 500m from the Hospital. 
Place of delivery 
 
Figure 4. 6: Place of Delivery by Maternal Mothers 
 
Figure 6, justifies and shows majority of mother deliver at home. Markedly, 20% and 38% 
deliver at clinics and hospitals respectively.  
 
Figure 4. 7: Mothers response on whether they were asked to attend PNC services 
0 5 10 15 20 25
Hospital
Home
Clinic
PLACE OF DELIVERY 
60% 
40% 
Mothers response on PNC 
Service Sensitization 
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When probed about the level of sensitization done by healthcare professionals as concerns 
PNC services, 60% of the respondents confirmed the involved and sensitization to attend 
PNC services while 40% gave a no approval for sensitization to attend PNC services. 
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CHAPTER FIVE 
SUMMARY, RECOMMENDATIONS AND CONCLUSIONS 
 
5.0 INTRODUCTION 
This chapter enumerates the findings of the research and explicitly provides a discussion of 
the findings derived from the data analysis in the study. Confirmedly, the governing objective 
of the study was to determine the factors influencing utilization of healthcare services among 
mothers at the Thika Level 5 Hospital. 
5.1. Summary of Findings 
It is relevant to acknowledge that the discussion provided predicates on the enumeration 
explored in  
Appendix 1: the relationship between the dependent and independent variables. 
5.1.1. Age 
It is justified that age affects the utilization of healthcare services. From the findings derived 
from the study, it evident that utilization of healthcare services inversely related to age; as age 
increase, the utilization of PNC services among the maternal mothers decreased. 
Confirmedly, 44% of the respondents derived from the age group (21-25) years, 26% (26-30) 
years, 22% (15-20) years, and 8% under 15years. It is justified to suggest that age affect 
utilization of healthcare services; Utilization of healthcare services reduces with increase in 
age owing to underlying factors of commitment to care services as explained by Tao, Huang, 
Long, Tolhurst, & Raven (2009).  
5.1.2. Level of Education 
From the study conducted, 60% (35 respondents) utilizing and attending healthcare services 
at the Thika level 5 hospital, 26% had secondary level of education and represented the 
majority, 18% primary level, and 16% college level. 40% (23 respondents) who never 
attended the services had majority 24% at secondary level, and 16% primary level. 
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Confirmedly, it is clear that educated people tend to utilize healthcare services more than less 
educated or illiterate people. Nankwanga (2004) posits the logic that educational level 
impacts the appreciation and understanding of the need and relevance of healthcare services. 
As such, it is easier for educated people to find relevance in utilizing healthcare services than 
illiterate or less educated people. 
5.1.3. Distance to the health facility 
It is well and widely documented that distance to the health facility affects utilization 
and administration of healthcare services. As justified in the study, maternal women residing 
far away from the Thika level five Hospital showed less utilization of PNC services 
compared to those within close proximity to the facility. The assumption that the further one 
is from the health facility the less the utilization index forms the central logic of thinking. 
Based on the study, 10% of the respondents attending the PNC services are within 500m from 
the facility, 32% are 500m-1km away  but only 14% of them utilizing the services and 18% 
not. Based on the data recorded in Appendix 1, it is clear that distance does have an influence 
on the utilization of healthcare services. In thus study, the sporadic outcomes of the distance 
parameters relative to utilization of healthcare services  
5.1.4. Occupation/Employment 
According to Dhaher, Mikolajczyk, Maxwell & Kramer (2008), the employment status of 
people directly affects the acquisition, utilization and procurement of healthcare services. 
Based on the study, out of 58 respondents (100%) 16% marked formally employed with the 
entirety of them utilizing PNC services, the majority 44% were unemployed with just 24% 
utilizing PNC services. 26% were self-employed and 10% utilizing the services and finally 
24% house wives -10% utilizing the services this therefore makes occupation/employment a 
factor. Employment translates to income that directly has an impact on the ability to procure 
and utilize services (Dhaher et al, 2008). Understandably, people with employment status 
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have the ability to easily procure and utilize care services as opposed to non-employed 
persons.  
5.1.5. Place of delivery 
It is clear as shown from the finding that place of delivery influences utilization of PNC 
services thus it is a factor. This is shown by majority 38% of mothers utilizing the services 
being those that delivered in the hospital, 20% being those who delivered in clinics, while 
38% of those who does not utilize the services being those who delivered at home. This 
therefore shows that there is direct influence on utilization of the services and place of 
delivery with those delivering in hospital attending the services as compared to those who 
deliver at home. 
5.1.6. Place of residence 
The place of residence as relates to population index or urbanization prospects directly affects 
the utilization of the study. As documented, the majority of the respondents (66%) derived 
from medium density areas and equally recorded the highest utilizers of healthcare services. 
Markedly, 42% of respondents attending healthcare services were from medium density 
areas. As a contrasts, even though medium density areas recorded the highest utilizers of care 
services, it was also oriented with the highest number of persons who did not use care 
services- 24%. Based on the findings, it is rational to suggest that residence area affects the 
utilization of care services. According to Nankwanga (2004), the higher the population index 
the more the need to utilize care services but only within and/or up to a certain threshold 
where an exponential plateau results relative to utilization of care services. 
5.1.7. Marital status of the postpartum mothers 
As an assumption made prior to the study, happily married maternal mothers were more 
incline to utilize PNC services than unhappy married mothers. Confirmedly, majority of the 
respondents oriented as single (54%); out of this index, 28% procured and attended PNC 
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services while 26 % never attended. 26% of the 40% of the married mothers attended the 
services with 14% not attending. Separated and divorced mothers attended PNC services; 
representing 6%. It is therefore justified to disapprove the assumption as the results of this 
study do not mirror the same prospect. 
5.1.8. Attitude of health workers 
Tao et al (2009) postulates that the attitude care seekers create or develop against care 
providers directly impacts the utilization of care services. Based on the findings of the study, 
the majority of respondents attending care services were or had a happy attitude towards 
nurses; 66% of the respondents validated the goodness of the health workers as a good aspect 
or driving factor. 34% of the respondents reported being unhappy with the attitude of nurses 
at the Thika Level 5 hospital and recorded only a 16% care service utilization frequency. 
Justifiably, it is clear that the attitude formed towards care providers by care seekers affects 
the utilization of care services. A happy patient is more likely and incline to seek and utilize 
care services than an unhappy patient (Tao et al, 2009). 
5.1.9. Level of Knowledge  
The level of knowledge is an aspect relating aspects of sensitization, care education and 
awareness. As an assumption, it was posited that care seekers with more level of knowledge 
on care services are likely to utilize care services more than those with lower knowledge 
level. Based on the findings, this assumption is proven and justified; subject to 74% of 
mothers with knowledge on PNC 60% attended the services while 14% did not. 26% lacked 
any knowledge about PNC and likewise failed to utilize the services. Clearly, it is rational to 
confirm that knowledge level affects and influences healthcare service utilization. 
5.2 RECOMMENDATIONS 
Subject to the research findings, the following recommendations are advanced: 
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 As a paramount necessity, health education services to the community is relevant 
to increase the utilization of care services. 
 Proper and elaborate sensitization of the community is necessary for improved 
healthcare services utilization within any population. 
 
5.3 CONCLUSION  
This study delved into evaluating and assessing the factors that influence utilization of 
healthcare services. The primary study area was Thika County with Thika Level 5 Hospital 
forming the sample focus area. A sample size of 58 maternal women was selected randomly 
and formed the respondent group in the study. Justifiably, from the study, it is confirmed that 
demographic factors, knowledge level, socio-cultural practices and attitude towards nurses or 
health professionals affect the utilization of healthcare services. It is logical to appreciate that 
the results derived from this study form an integral baseline basis for further and advanced 
research; policy formulation and planning strategies can also predicate on the outcomes of the 
study. An effective utilization of this study will help contribute and spar the development of 
effective utilization of healthcare services. 
 It is rational to acknowledge and confirm that utilization of healthcare services is 
dependent on several factors such as age, education level, knowledge from sensitization or 
awareness programs, occupation and other factors tabulated in Appendix 1. It must be 
understood that this study was not explored effectively due to time constraints. As a future 
consideration for advanced level studies, aspects of cost-benefit analysis, policy intervention 
and sectorial prospects are viable areas to explore.  
 A collaborative stakeholder ship is a necessary initiative to help create improved 
awareness on the importance of utilization of healthcare services. 
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  Religious and cultural practices that downgrade the utilization of healthcare 
services need to be mitigated through effective education programs. 
 The government needs to prioritize improving nurse-patient relationships to 
increase the positive attitude of care seekers in utilizing healthcare services.  
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APPENDIX 
APPENDIX I: Analysis of relationship between variables 
UTILIZATION AGE 
 
 
<15 15-20 21-25 26-30 31-35 36-40 41-49 TOTAL 
ATTEND 3(6%) 13(22%) 11(18%) 8(14%) 0(0%) 0(0%) 0(0%) 35(60%) 
DON’T ATTEND 1(0%) 0(0%) 15(26%) 7(12%) 0(0%) 0(0%) 0(0%) 23(40%) 
Total 4(8%) 13(22%) 26(44%) 15(26%) 0(0%) 0(0%) 0(0%) 58(100%) 
         
UTILIZATION EDUCATION 
 
 
NEVER PRIMARY SECONDARY COLLEGE UNIVERSITY 
  
ATTEND 0(0%) 11(18%) 15(26%) 9(16%) 0(0%) 
 
35(60%) 
DON’T ATTEND 0(0%) 9(16%) 14(24%) 0(0%) 0(0%) 
 
23(40%) 
Total 0(0%) 20(34%) 29(50%) 9(16%) 0(0%) 
 
58(100%) 
        
UTILIZATION DISTANCE 
 
 
<500M 500M-IKM 2KM-3KM >3KM 
 
ATTEND 6(10%) 8(14%) 12(20%) 9(16%) 35(60%) 
DON’T ATTEND 0(0%) 10(18%) 12(20%) 1(2%) 23(40%) 
Total 6(10%) 19(32%) 23(40%) 0(0%) 58(100%) 
      
UTILIZATION CULTURAL PRACTICES 
 
 
YES NO DON‟T KNOW 
 
ATTEND 16(28%) 14(24%) 5(8%) 35(60%) 
DON’T ATTEND 21(36%) 0(0%) 2(4%) 23(40%) 
Total 37(64%) 14(24%) 7(12%) 58(100%) 
         
UTILIZATION OCCUPATION 
 
 
EMPLOYED UNEMPLOYED SELF-EMPLOYED HOUSEWIVES 
 
ATTEND 9(16%) 14(24%) 6(10%) 6(10%) 35(60%) 
DON’T ATTEND 0(0%) 12(20%) 9(16%) 2(4%) 23(40%) 
Total 9(16%) 26(44%) 15(26%) 8(14%) 58(100%) 
      
UTILIZATION PLACE OF DELIVERY 
 
 
HOME HOSPITAL CLINIC 
 
ATTEND 2(4%) 22(38%) 11(18%) 35(60%) 
DON’T ATTEND 22(38%) 0(0%) 1(2%) 23(40%) 
Total 21(42%) 22(38%) 12(20%) 58(100%) 
     
UTILIZATION RESIDENCE 
 
 
LOW DENSITY MEDIUM DESITY HIGH DENSITY 
 
ATTEND 6(12%) 25(42%) 4(6%) 35(60%) 
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DON’T ATTEND 9(16%) 14(24%) 0(0%) 23(40%) 
Total 17(28%) 38(66%) 3(6%) 58(100%) 
     
      
UTILIZATION MARITAL STATUS 
 
MARRIED SINGLE Widowed Divorced Separated 
 
ATTEND 15(26%) 16(28%) 0(0%) 0(0%) 4(6%) 35(60%) 
DON’T ATTEND 8(14%) 15(26%) 0(0%) 0(0%) 0(0%) 23(40%) 
Total 24(40%) 31(54%) 0(0%) 0(0%) 3(6%) 58(100%) 
       
UTILIZATION ATTITUDE 
 
Happy Unhappy 
 
ATTEND 26(44%) 9(16%) 35(60%) 
DON’T ATTEND 13(22%) 10(18%) 23(40%) 
Total 38(66%) 20(34%) 58(100%) 
         
UTILIZATION KNOWLEDGE 
 
Have knowledge Don’t have knowledge 
 
ATTEND 35(60%) 0(0%) 35(60%) 
DON’T ATTEND 8(14%) 15(26%) 23(40%) 
Total 43(74%) 15(26%) 58(100%) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 57  
APPENDIX 2: RESEARCH QUESTIONNAIRE  
I am a student at Management University of Africa pursuing a degree course in Project Management Option. As a 
partial fulfillment for the award, I am required to carry out a research on factors influencing implementation of free 
maternal health care services. You are kindly requested to fill in the following questionnaire to the best of your 
knowledge. All the information provided will be treated with utmost confidentiality and will be strictly used for the 
purpose for this research.  
SECTION A 
Demographic Data 
Your age 
Less than 15 years………………………….. 
15-20 years…………………….……………. 
21-25 years……………………..…………… 
26-30 years…………………….……………. 
31-35 years…………………….……………. 
36-40 years…………………………………… 
41-49 years…………………………………….. 
Your residence 
High density area……………………………. 
Medium density area……………………........ 
Low density area……………………………. 
Your highest level of education? 
Never been to school……………………….. 
Went up to primary………………. ……….. 
Went up to secondary…………….…............ 
College……………………………………... 
University…………………………………... 
Your occupation? 
Formal employment……………………....... 
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Unemployed……………..…………………. 
Self-employed…………….………………… 
Housewife……………….…………………. 
Your religion? 
Christian…………………..………………. 
Muslim…………………………………… 
Hindu…………………………………….. 
Others (specify)………………………………… 
Your marital status? 
Married…………………………….. 
Divorced……………...……………. 
Single…………………..…………… 
Widowed………………..………….. 
Separated…………………………… 
How old is your last child? 
Under one year………………………. 
Above one year………………………. 
Where do you get money for Hospital after delivery? 
Husband……………………………. 
Pay…………………………………. 
After selling good at the market……. 
Others (specify)…………………………………………. 
How much do you spend at each visit? 
Less than Ksh50………………….. 
Ksh50-Ksh200…………...………. 
Ksh200-Ksh500…………….……. 
More than Ksh500…………..….... 
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Others (specify)…………………………………………. 
 
 
SECTION B Government policy  
Did you share a bed?                                               
Yes   [   ] 
No   [   ] 
Did your baby share an incubator? 
     Yes   [   ] 
 No   [   ] 
 
Were you provided with bed nets?      Yes    [   ] 
No   [   ] 
Did you have worm water for shower?  
 Yes    [   ] 
No    [   ] 
Does government policy influence implementation of free maternal health care services? 
Yes   [    ] 
No   [    ] 
Explain how government policy influence implementation of free maternal health care services? 
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………… 
To what extent does government policy influence implementation of free maternal health care services? 
Very great extent   [    ] 
Great extent         [    ] 
Moderate extent   [    ] 
Low extent    [    ] 
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Very low extent [    ] 
 
 
SECTION B2 
Knowledge 
Have you ever heard of postnatal care (PNC)? 
Yes………………………… 
No ………………………..... 
If yes what is Postnatal care (PNC)?........................................................................ 
Where did you hear it from? 
From the hospital………… 
From relatives……………. 
From the radio…………… 
From the TV……………… 
Others (specify)……………………………………….. 
Is it important to attend postnatal care (PNC) services? 
Yes………………………… 
No…………………………. 
Explain the reason for your answer in the previous question………………….. 
……………………………………………………………………………………… 
……………………………………………………………………………………… 
 Level of awareness 
Who informed you of the free maternity services?        Relatives  [   ] 
Self   [   ] 
Mass media  [   ] 
Do you think the Government has done enough to inform the public about free maternity service in public hospitals? 
Yes    [   ] 
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No    [   ] 
Does level of awareness influence implementation of free maternal health care services? 
Yes   [    ] 
No   [    ] 
Explain how level of awareness influence implementation of free maternal health care services? 
................................................................................................................................................................................................
................................................................................................................................................................................................
................................................................................................................................................................................................ 
 
To what extent does level of awareness influence implementation of free maternal health care services? 
Very great extent         [    ] 
Great extent                  [    ] 
Moderate extent           [    ] 
Low extent                   [    ] 
  Very low extent  [    ] 
 Financial resources 
Do you think there are enough financial resources in this hospital? 
Yes    [   ] 
No    [   ] 
Does the financial resources influence implementation of free maternal health care services? 
Yes    [    ] 
No     [    ] 
Explain how financial resources influence implementation of free maternal health care services? 
................................................................................................................................................................................................
................................................................................................................................................................................................
................................................................................................................................................................................................ 
To what extent does financial resources influence implementation of free maternal health care services? 
 Very great extent           [    ] 
 Great extent                   [    ] 
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 Moderate extent             [    ] 
 Low extent                     [    ] 
  Very low extent    [    ] 
 
Section E: Technology 
Does the technology influence implementation of free maternal health care services? 
 Yes   [     ]                              
  No    [     ]  
Explain how the technology influence implementation of free maternal health care services? 
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………… 
To what extent does the technology influence implementation of free maternal health care services? 
 Very great extent        [    ] 
 Great extent                [    ] 
 Moderate extent          [    ] 
 Low extent                  [    ] 
   Very low extent [    ] 
 
SECTION C 
Cultural Practices 
How should women who have given birth be taken care of according to your culture? 
…………………………………………………………………………………………. 
………………………………………………………………………………………….. 
…………………………………………………………………………………………. 
Who looked after you after you delivered? 
My mother…………………..….……. 
My sisters……………………...……... 
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My aunties……………………………. 
My neighbors……………………….. 
The Traditional Birth Attendant……… 
Are there any cultural practices regarding PNC observation in your tribe? 
Yes……………………………………. 
No…………………………………….. 
Don‟t know………………………….... 
If yes, what cultural practices regarding postnatal care (PNC) are observed in your 
tribe?..................................................................................................................................... 
………………………………………….………………………………………………… 
SECTION D 
Attitude 
Are you happy with the reception of the nurses at the health centre? 
Yes…………………………………….. 
No……………………………………… 
Describe the attitude of the health care providers at the health centre 
Very good……………………………. 
Good…………………………………. 
Faire………………………………….. 
Bad…………………………………… 
Would you recommend or encourage other women to come to this health centre? 
Yes…………………………………… 
No……………………………………. 
Give suggestion on how services could be improved in your health centre 
………………………………………………………………………………………………………………………………
…………………………………………………………………… 
THANK YOU FOR YOUR PARTICIPATION 
 
